Introduction
In Canada about 25 percent to 50 percent of the residents in psychiatry are foreign medi cal graduates (FMG). This is estimated from the following: in the McGill Diploma of Psychiatry course between 1958 and 1964, of the one hundred and eleven residents, 26 were neither American nor English medical school graduates, and between 1967 and 1968 (9) their number increased to 26 out of a total of 51.
In the Royal College Certification Ex amination in Psychiatry of 1972 there were at least 59 'non-English' graduates who sat the examination -about 32 percent.
In the Department of Psychiatry of Queen's University, in the academic year 1972-1973, of the 22 residents, 10 were Canadian-American graduates, 6 were other English-speaking graduates.t 6 were non-English graduatestt, thus 12 (54 percent) were FM graduates.
In the United States about one-third of the psychiatric residents are FMG. Obviously the word 'foreign' is relative -a white English university graduate is less 'foreign' to Canada than a non-white, non-English graduate. Problems arise due to wider cul tural differences and the difficulties in accul turation are usually greater. The problem of the foreign medical graduate is becoming a focus for study as is evidenced by the establishment of the Task Force by the American Psychiatric Associa tion in 1971, the seminar of the World Mental Health Federation in Montreal in 1969, and other symposia and seminars. It was also on the agenda of the 1973 Canadian Psychiatric Association Annual Meeting.
Each person's problems should be ac curately assessed and periodically reviewed; difficulties will depend upon personality, background and past experience, and these problems can be divided into: communica tion; cultural; personal; and professional.
Communication Problems
Verbal communication with patients is much more important in psychiatry than in other specialties (13). All FMGs would either have passed the ECFMG or have been educated in an 'English' university but they are often more competent in reading and in writing than in conversation. Empathic un derstanding and its communication, however, depend upon a sophisticated knowledge of the nuances, idioms and slang of the spoken language. This knowledge is frequentiy lacking.
In the interactions with patients the FMG is sometimes sensitive regarding his foreign origin, and his language difficulty may pre vent patients from discussing their problems. "I don't know what you are saying" can be a very effective defensive manoeuvre as Vol. 19, No. 5
Mittel (12) has pointed out. Hostility from patients may be incorrectly interpreted as directed against oneself because of one's racial difference, and not as part of the pa tient's emotional problems (3) .
Similar difficulties can be experienced in understanding the non-verbal or 'body language' which varies among different cul tures. There is a fascinating book on this subject by Julius Fast (6) .
Cultural Problems
Many FMGs discount their language diffi culties and accuse the host population of prejudice. Others become oversensitive to any criticism of their ability and may with draw, limiting their interactions to their conationals and other foreigners (11) .
Some problems encountered in relation to cultural values include differences in world views; in basic assumptions regarding human nature; in the proper relationships between men; and in the definitions of what consti tutes psychopathology -the fundamental concerns of life may be basic survival needs as compared with striving for self-actualization. In North America a 'good' resident is warm, friendly, open, active, independent and in quisitive (5) whereas FMGs are frequently considered to be too passive, too inhibited, too reserved and too rigid.
More specifically, cultural difference may lead to:
Difficulties with Patients
Social problems common in the North Am erican culture, such as social isolation in old age and the rebelliousness and irreverence of adolescents would be difficult to understand by a person from a culture where filial obliga tions come before anything else in life, and therefore where these problems simply do not occur.
More subtle difficulties in empathic under standing frequendy arise in relationship to the roles of doctor and patient, or in the de finition and expectations of sick-role and sickness behaviour.
Difficulty with the Professional Team
This, again, is mainly due to differences in role identity. It would be hard to accept criticisms from another professional whom one has been trained to consider inferior. This is probably why the foreign resident finds the nurses in North America dominant and aggressive (11) , and being questioned by them aggravate his feelings of inferiority. It will take time to learn how to accept criticisms without considering them to be personal attacks, and until that occurs, peer relationships may be filled with misunder standings and hard feelings.
Difficulty with Supervisors
Similarly, difficulty with supervisors also stems from the attitudes towards authority figures. In some cultures teachers are superbeings, to be accepted without question and treated with deference. Supervisors will need to know the cultural background of the in dividual FMG in order to understand him better and offer help (5) . Apparent diffi culties in learning and in progression in therapy can be a problem in adjusting to the new environment, and needs to be worked through (4) .
But, on the other hand, there are ad vantages to having been brought up in a different culture. Some degree of cultural shift is almost a pre-requisite to becoming a good psychiatrist. Moving from one culture to another enriches experience; is useful in understanding patients' problems -the social isolation encountered in the initial stage of adjustment will aid in the understanding of patients' loneliness and feelings of aliena tion; the effect of suddenly becoming a 'minority' person and frequently being treated as a second-class citizen (11) will help one to empathize with problems from minority groups.
A person who has been exposed to more stresses and strains of life will better under stand patients who are in difficulties.
The philosophy of life 'inherited' from ancestors will provide an alternative view of life's events; problems which cannot be handled by one cultural value may be more easily incorporated into another. Openmindedness and flexibility is therefore en couraged.
Because the handicaps are more apparent, the advantages of coming from a different culture are generally obscured. The realiza tion of these advantages may be the first step towards rebuilding self-confidence and in coping with the what appeared at first to be an unsurmountable task.
Personal Problems

Motivations of Emigration
Motivations of emigration and the choice of the specialty will determine how the effects of migration are coped with. Emigration, as a means of avoiding home pressure is im portant for Europeans as a group, but na tionalistic reasons are more important to those who come from Asia and Latin America (1). Others come for economic reasons (13). Expectations are not always realized and unforeseen difficulties abound, accounting for some of the unhappiness en countered (10, 11) in the early stages.
Motivations for Selecting Psychiatry
Choice of specialty is usually later with the FMG (12). Some choose psychiatry under the misconception that it is the 'easiest' specialty, often realizing too late how wrong they were. Others may select psychiatry be cause it is the easiest in which to obtain a resident position. Another factor which operates more in the United States than in Canada is the size of the stipends as com pared with other specialties -Canadian residents receive the same salary irrespective of the specialty. It is obvious that many enter psychiatry for extrinsic reasons, and will be quickly disillusioned.
Effects of Migration
Initial isolation, lack of friends, separation from family, adjustment to changes of weather and daily habits, are obvious problems. Less obvious is the effect of be coming a minority person (4), with conse quent loss of status.
It is difficult for outsiders to appreciate the effects of loss of status in uprooting and coming to a strange country. The effect of becoming a resident after having established status as a doctor requires readjustment. Standards of living often need to be lowered because financial rewards are usually less in terms of purchasing power. One becomes a total stranger, an alien, with little certainty about the future (11), and during this period of 'identity diffusion', hostility and prejudice often develop against the host country, hampering the eventual development of more objective understanding of the new culture (4) . When difficulties become overwhelming, many drop out from the training programs while others change specialties. Another factor often overlooked is the loneliness, isolation and frustration felt by the spouses of the FMGs whose social contacts tend to be even more restricted, and cultural adaptation thus more difficult (11). This frequently re inforces the general unhappiness.
Future Plans
Eventually the certification examinations become due with the uncertainty as to whether there is any discrimination against the FMG. For example, Kolb found the need to defend the unbiased positions of the Am erican Board (9) . This is more acute in the oral and clinical examination when faced by the examiners, and one is liable to find them less tolerant of language difficulties than the teachers were over the years in training. If a person fails he tends to blame the examiners who will consider imprecise delivery as lack of knowledge. Many found this hurdle to be insurmountable, thus forever becoming 'board eligible'.
The decisions to stay or to return are often made in piecemeal fashion and depend upon a mixture of what Miller calls 'push' (away from the homeland) and 'pull' (towards the host country) factors (11) . The push factors would consist of an unstable political climate at home, economic hazards, resentment by the professors at home who felt rejected, and therefore may deny job opportunities (11) . Pull factors would include length of stay in the host country (9) , marriage to a North American, and loss of ties at home (2) . Vol. 19, No. 5
Professional Problems
Undergraduate psychiatric training of the FMG is often claimed as inadequate (8, 9, 11) , and it can easily be seen that those in adequately trained or trained in different theoretical orientations will have more problems in adjusting.
A glance at the reading lists (for example, that of the British Royal College of Psy chiatrists) will indicate the 'nationalistic' at titudes in psychiatry. For those who have had part training in another country this means they need to re-read to be familiar with local 'names'. Ignorance of prominent local authorities when talking to colleagues will add to the strangeness of the newcomer.
Applying for the 'right' residency for in dividual needs is a matter of hit and missadvertisements are often unhelpful. Competi tion with local graduates for favourite resi dencies is difficult. FMGs, especially in the United States, often end in second-rate in stitutions with a lot of service commitments but very little training (13).
A study by the World Federation of Mental Health has concluded that graduate training in psychiatry in the United States, Canada, and the United Kingdom are often not relevant to the developing countries, while at the same time, omitting much that is important. Obviously the needs are differ ent, and students who trained abroad often find themselves misfits when they return to their native countries (11) .
The attitudes of the colleagues and the teachers are important. They frequently deny the racial differences; become less critical and overlook deficiencies; overtly reject the FMG, but seldom confront (5, 7) . Until FMGs are given a chance to work through and learn to handle racial differences they cannot deal with patients effectively, nor adequately learn from peers and teachers.
Conclusions
Canada, the 'salad bowl' offers unique op portunities to the FMG both in training arid in future employment, but there are diffi culties in adjustment. In making this transi tion he must not sacrifice his own unique and valuable potentials (12). The need is to adapt rather than to totally adopt the new culture.
Summary
The problems of foreign residents in psy chiatry in Canada are examined under the general headings of communication difficul ties, cultural differences, personal and pro fessional problems. It is emphasized that each resident presents his unique combina tion of problems and possesses positive values of his culture-shift which are potentially con tributory to better empathy with patients. About 25 percent to 50 percent of residents in psychiatry in Canada are foreign medical graduates.
